My purpose in this paper is to propose a limited experiment in unified health care in one or two of the new Inner London districts. Although many of my colleagues on the study group lent their support, and many groups and individuals from whom we heard evidence also approved the proposal, there was not enough general agreement to make it part of our published report. Since I still believe that the experiment could usefully be tried, I shall try to summarise the arguments briefly, in the hope that at the least they may stimulate discussion, and, at the most, persuade the appropriate DHSS authorities to undertake the experiment. 
Between January 1980 and April 1981 the members of the London Health Planning Consortium Study Group received much evidence about the sad state of primary health care in Inner London, on the basis of which several recommendations have recently been published.' I was privileged to have been a member of the group and have high hopes that our report may be acted on and help to improve things. But any report agreed by some 15 people with different interests and experience can represent only the highest common factor (sometimes incorrectly called the lowest common denominator) of opinion. Such a report cannot be too controversial because otherwise its generally agreed solid and sensible suggestions may get overlooked or ditched-the baby may be lost with the bath water.
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It is also worth pointing out that much of a district health authority budget is open-ended anyway, in the sense that district health authorities have no control over national pay awards, which are now implemented with little or even no extra money being made available.
It would be logical, to achieve a unified district health authority budget, to have added to the district budget for hospital services an appropriate proportion of the national costs of general practitioner prescriptions, ancillary staff, and premises, pro rata for the number of general practitioners working within the designated district health authority area. The district health authority could then administer the whole budget, but should be debarred from depriving any of its independent contractors of their entitlements. Moreover, it and its district family practitioner committee should augment the minimum entitlement when the return in primary care was likely to be improved. For example, a district-based system of computerised records for general practice might prove practicable and useful. A district health authority might consider it worth while to make special arrangements for primary care of its homeless people, thus lifting an uncomfortable and awkward burden off the shoulders of local general practitioners. At present I can see no way in which an existing family practitioner committee could cope with such developments even though it has in well-defined respects an open-ended budget. I can see no way in which a district health authority, funded largely on the basis of its responsibilities to provide hospital care, could be induced to take on additional primary care responsibilities. Innumerable other examples could be given of the possibilities opened up by a unified district health authority budget.
Some have told me that the machinery for primary/hospital co-ordination already exists, and will continue, in the district medical committees. Few of these have worked at all, and in London still fewer have worked well, because the two sides have each jealously guarded their independence, and the committees have had no sanctions available.
It would be illogical not to include other independent contractors in a pilot scheme-that is, dentists, opticians, and pharmacists-but the scale of the problems would be much smaller and should be soluble along the same lines as for general practitioners.
POWER OF PUBLIC AND COLLECTIVE PROFESSIONAL OPINION
Hospitals would inevitably have the main share of the moneys available within a unified district budget. According to hitherto unpublished figures kindly given me by Dr Brian Jarman, and based on a number of reasonable assumptions, the average costs of health services per head of resident population in Inner London in 1977 were: hospitals (JJ106); administration (fJ7); community (fJ11); general practitioners (p7); pharmaceuticals (C11). Therefore general practitioners might fear that they would lose out to the superior political muscle of hospital consultants, and primary care, the Cinderella of the health services, might become even more deprived. The same apprehensions were felt in many district hospitals in 1974 when they were forcibly joined with local teaching hospitals-but, as I have pointed out, the opposite happened. Teaching hospitals felt and acknowledged these pressures and changed their attitudes. I believe that the same would happen within a district health authority with responsibility for every aspect of the health care of its community. What treatment is advised for a 60-year-old woman with chronic bronchitis and emphysema, for which she has had occasional courses of antibiotics to reduce her production of sputum and prevent severe postbreakfast coughing, which causes her to vomit ?
Firstly, it is absolutely essential that she never smokes. Secondly, she should take antibiotics whenever her sputum is purulent. Higher doses than usual of some antibiotics may be required. If post-breakfast coughing still causes her to vomit she should take a hot steamy drink first thing in the morning before breakfast and posture for about 20 minutes lying on either side to clear her chest. It would be helpful if someone could be asked to vibrate the appropriate side of her chest meanwhile. Bronchiectasis may also be present, in which case posture drainage twice daily would be essential. When the purulent sputum is cleared expectoration may nevertheless continue: I know of no way of safely reducing this with certainty, though possibly the trial use of bronchodilatory aerosol, corticosteroid aerosol, and even corticosteroid tablets may be considered
